MTPJ fusion is now being performed using MIS techniques. We assessed patient satisfaction in MIS fusion compared to patients who underwent open surgery. Method: We assessed post-operation patient experience using a questionnaire containing six questions covering post-operative pain, swelling, mobility status, complications and patient satisfaction. Using our foot and ankle service database, we identified our cohort of patients who had 1 st MTPJ fusion between 2009-2012, including 12 minimally invasive fusion and 12 open fusion.
Results:
We were unable to demonstrate a statistically significant difference in "patient experience" between MIS and open 1st MTPJ fusion. The MIS fusion group however reported less immediate post-operative discomfort compared with the open fusion group. The MIS fusion patients were able to mobilise sooner without significant discomfort compared to the open surgery group. Conclusion: Patient satisfaction in the MIS 1st MTPJ fusion group, if not superior appears to be comparable with those who underwent open surgery with the added advantage of shorter operating times, reduced hospital stay and decreased risk of surgical exposure related complications.
0454: THE RECOVERY OF KNEE FUNCTION IN THE ISOLATED MCL AND COMBINED ACL-MCL DEFICIENT KNEE
Khalid Al-Hourani, James Jefferies, Elizabeth Will, John Keating. Royal Infirmary of Edinburgh, Edinburgh, UK. Aim: To analyse recovery of knee motion and muscle function over one year in the isolated MCL and combined ACL-MCL deficient knee. Method: Subjects included had either an isolated MCl (group I) or combined ACL-MCL injury (group II) seen at knee injury clinic between 2006-2010. Exclusion criteria included previous MCL injury, contralateral limb injury and presentation >2 weeks of injury. Patients were followed up at 2, 6, 12, 26, 52weeks. A t-test was used to analyse data using Graphpad Prism. Results: The cohort included 82 patients, mean age 32 (range 16-56), 54 males, 28 females. There was a statistically significant deficit in total range of movement (TROM) and flexion at 6months (p<0.05) in group II. This resolved by 1 year. There was a significant extension deficit in Group II at 2 weeks (p<0.05). Peak torque deficit (PTD) improved for quadriceps and hamstrings across all intervals however this was not significant. There was no significance for average power deficit (APD) in hamstrings and quadriceps groups. Conclusions: There is an increased TROM and flexion deficit at 6 months in group II subjects compared to group I. This resolved by 1 year follow up. There was no difference in PTD or APD in either group. Background: Ankle radiographs comprise 10% of radiographs obtained from the emergency department (ED). The Royal College of Radiologists (RCR) recommended ankle radiographs for trauma patients whose clinical features fulfil the Ottawa rules, which state that bony ankle injury is likely when tenderness over the posterior tip of either malleolus is present or if the patient is unable to weight bear. The guidelines were introduced to reduce inappropriate ankle radiographs and unjustified radiation exposure.
Methods:
We assessed the appropriateness of ankle x-ray requests with respect to RCR recommendations and the Ottawa Rules. 200 consecutive traumatic ankle radiograph requests were reviewed with preset standards of 100%. Results: 79% of requests emerged from the ED, 18% from general practice and 3% from other departments. 43% of requests did not meet RCR and Ottawa criteria with general practitioners and ED clinicians having 47% and 43% of inappropriate requests respectively. Conclusion: A large proportion of ankle x-rays are inappropriately requested according to provided clinical information. We aim to improve clinical practice by emphasising RCR guidelines to respected clinicians through oral presentations, educative posters, algorithms and introduction of a proforma. Implemented interventions will be reviewed through a reaudit to confirm efficacy of introduced changes. Aim: To review the population characteristics and functional outcomes of patients admitted to a UK Level I trauma centre with distal femoral fractures.
0551: CASE SERIES DEMONSTRATING EARLY REHABILITATION AND RE-
Method: Consecutive adult patients with distal femoral fractures over a 2-year period were retrospectively identified from a local trauma database. Fractures were classified according to the AO system. Barthel Index, Parker Mobility Score and ASA grade were calculated. Mobility at 6-months and mortality at 30-days, 6-months and 1-year were reviewed.
Results: Forty-four adult patients were identified (mean age 71AE 17 years). Most fractures (68%) were simple (AO33-A1), low-energy injuries. Twelve patients had peri-prosthetic fractures. Pre-morbid status was of moderate dependency (mean Barthel Index 74), reduced mobility (Parker Score 5), and associated co-morbidity (ASA 3). Twelve cases were managed conservatively and 32 surgically. The mean length of stay was 27 days. Sixmonth mobility was reduced compared to admission, and overall mortality at 1-year was 18%. Conclusion: Most distal femoral fractures are fragility fractures causing a prolonged hospital stay, an appreciable degree of morbidity, and an increase in 1-year mortality rates, similar to proximal femur fractures. We propose the use of an integrated fast-track care pathway for management of these fractures, similar to current fractured neck of femur guidelines. Introduction: Recent studies compared the use of external fixation in trochanteric fractures with conventional methods of fixation such as sliding hip screw. Only elderly patients, who are considered high risk and not suitable for conventional fixation methods, were included in those studies. This is the first prospective study to report the outcomes of external fixation in a larger patient population which includes young and healthy adults. Methods: 200 patients with intertrochanteric fractures were treated with a newly developed external fixator (AlexFix Ò ). All patients received local anaesthesia in the form of femoral nerve and lateral cutaneous nerve blocks. Patients were followed up for a period of 24 AE 2.1 months. Results: The average operative time (and standard deviation) was 26.22 AE 5.9 minutes. The average use of radiation intra-operatively was 16.67 AE 3.5 seconds. Hospital stay was short with an average of 4.3 AE 1 days. Blood loss was negligible and none received any blood transfusion. Conclusion: Our results strongly prove that this method provides a reliable and safe treatment option that offers minimal operative and anaesthetic risks, no blood loss, early mobilisation and a short hospital stay, with low morbidity and mortality. 1 Leicester General Hospital, Leicester, UK; 2 Hull Royal Infirmary, Hull, UK. Introduction: Proximal fractures of 5th metatarsal are common. Three different fracture patterns are described; diaphyseal, tuberosity avulsion and Jones fractures. The anatomy of the structures attached to the proximal portion of 5th metatarsal bone were analysed to investigate the potential pathogenesis of avulsion fracture in this region. Methods: 32 human cadaveric feet were dissected. A longitudinal lateral incision parallel to the plantar aspect of the foot was made and the major ligamentous and tendinous attachments were carefully preserved. Photographic records were taken at all phases of the dissection. Results: Peroneus brevis tendon had a strong broad-based structure attached to the dorsolateral surface of the tuberosity of 5th metatarsal bone. Fibres of the lateral cord of plantar aponeurosis were seen blending with the fibres of Peroneus brevis tendon and attaching to the tuberosity as a broad and strong structure.
0557: AN INNOVATIVE EXTERNAL FIXATOR FOR THE MANAGEMENT OF TROCHANTERIC FRACTURES OF THE FEMUR. SURGICAL TECHNIQUE AND OUTCOMES OF 200 PATIENTS WITH 24 MONTH FOLLOW UP

0560: PATHOGENESIS OF AVULSION FRACTURE OF THE BASE OF 5TH METATARSAL BONE: A CADAVERIC STUDY
Conclusion:
The pathogenesis of avulsion fractures seems to be related to the violent pull of the strong and extensive structure formed by the converging fibres of lateral cord of plantar aponeurosis and the Peroneus brevis tendon. The current consensus that this fracture is caused by the avulsion force of Peroneus brevis tendon alone seems unlikely to be true. Aim: To assess the efficiency of our current system, and in a concurrent study survey GP satisfaction. We want to provide a supportive service to Primary Care and maintain an efficient trauma service. Methods: A referral proforma was designed and data collected on referrals made to the unit over a one month period. Admitted patients were followed up for diagnosis and management thereafter. Results: 44 referrals were recorded. 65% of referrals were accepted for review in the department. The most common indications for referral were possible cauda equina, postoperative complications and infected extremities. Only 25% of referrals were admitted, with the remainder given advice or having a suitable outpatient appointment arranged. Conclusion: Our results show that a direct admission service is unnecessary. We run a system which is supportive to GPs, allows good communication between primary and secondary care and is a good service to patients. Communication between the admitting doctor and the GP is invaluable. This allows specific concerns to be discussed and enables the GP to provide any relevant past medical history attaining to this presentation. In terms of time and cost management in a busy unit, this interaction between primary and secondary care practitioners is vital. Results: THR dislocation rate at our centre was 1.8%. The majority of dislocations admitted to our centre had their index procedure performed here
